Background {#Sec1}
==========

Health Related Quality of life (HRQOL) is an important clinical outcome for treatment comparisons in cancer patients \[[@CR1], [@CR2]\]. Although advances in early detection and treatment strategies have increased the likelihood of survival, lung cancer survivors are known to suffer substantial symptom burdens \[[@CR3]\]. Although earlier studies suggested that physical symptoms such as anorexia \[[@CR4]\], pain \[[@CR4]--[@CR7]\], and fatigue \[[@CR4]\] are the strongest independent prognostic factors for survival even after the adjustment for established prognostic variables, mental health criteria, such as psychological distress, existential well-being, and posttraumatic growth, would also be independent predictive contributors for long-term survival among long-term cancer survivors \[[@CR1], [@CR8], [@CR9]\].

QOL is a critical independent prognostic factor for predicting survival \[[@CR10]--[@CR12]\]. However, studies regarding the prognostic value of QOL have primarily focused on QOL at the time of the diagnosis or treatment at baseline \[[@CR13]--[@CR19]\]. Prior analyses have also shown that QOL is an important prognostic factor in patients with advanced lung cancer \[[@CR12], [@CR20]--[@CR24]\]. measured QOL at the time of the diagnosis or clinical treatment trials, and no published studies have focused on the predictive value of QOL for long-term survival in disease-free lung cancer survivors after the completion of cancer treatment. The identification of prognostic factors might help clinicians to correctly survey individuals at highest risk for recurrence and mortality, and allow for appropriate interventions to improve QOL and survival in disease-free lung cancer survivors after the completion of active cancer treatment \[[@CR11]\].

Seven years ago, we conducted a large cross-sectional study of QOL among cancer survivors who had undergone primary curative surgery for stage 0-III lung cancer between 2001 and 2006, and were disease-free after primary treatment for lung cancer ended and survived for longer than 1 year without any evidence of cancer \[[@CR25]\]. The QOL measurements that we collected allowed us to assess the prognostic value of comprehensive QOL variables, including physical, mental, social, and existential domains, for predicting long-term survival more than 5 years after the survey completion. In this study, we aimed to evaluate the prognostic value of QOL, which provides information on the likely course of cancer mortality by predicting survival among patients with lung cancer after cancer treatment completion.

Methods {#Sec2}
=======

Participants {#Sec3}
------------

In 2007, we conducted a survey of lung cancer survivors. Among 1,633 patients who were contacted at two hospitals in South Korea from 2001 through 2006, we identified 830 survivors who had been surgically-treated for lung cancer. Among them, we excluded 27 subjects whose survival status was censored until December 31, 2011. Thus, a total of 809 patients had been included in this study. All participants provided written informed consent. We collected information regarding the date of the diagnosis, stage, type of treatment, and other clinical characteristics from the hospital cancer registries. This study was approved by the Institutional Review Boards (IRB) of National Cancer Center and Samsung Medical Center.

We collected QOL data among cancer survivors who were disease-free after primary treatment for lung cancer ended and survived without any evidences of cancer for longer than one year. Participants filled out a questionnaire including important survivorship issues such as QOL, anxiety, depression, and posttraumatic growth, etc. This study was approved by the Institutional Review Boards of each hospital. Criteria for enrollment in this study have been previously described in detail \[[@CR25]\].

### Measures {#Sec4}

#### Socio-demographic and clinical variables {#FPar1}

Through our systematically organized questionnaire, socio-demographic variables (age, sex, level of education, monthly income, employment status, marriage status, physical activity, smoking, and alcohol consumption) were assessed. We considered physical activity (PA) to be at least 30 min of moderate-to-vigorous physical activity for 5 or more days per week (ie, ≥12.5 metabolic equivalent tasks \[[@CR26]\]/week). In addition, clinico-pathological data (years from the survey date to the diagnosis date, type of treatment, overweight (a BMI \>23 at the time of survey), PA, comorbidities, cancer stage, time since the diagnosis, and the years from survey date to the diagnosis date) were collected from the patients' medical charts and hospital-based cancer registries.

To determine the influence of comorbidities on cancer patients, we asked patients about the current existence of comorbidities, such as cerebrovascular disease (eg, stroke or cerebral hemorrhage), heart disease (eg, angina pectoris, myocardial infarction, or chronic heart failure), diabetes, liver disease (eg, chronic hepatitis or cirrhosis), pulmonary disease (eg, chronic bronchitis or asthma), hypertension, infectious diseases (eg, tuberculosis, etc.), digestive diseases (eg, chronic gastritis, gastric ulcer, or duodenal ulcer), musculoskeletal disorders (eg, degenerative or rheumatoid arthritis), kidney disease (eg, chronic renal failure, etc.).

Health-related quality of life (HRQOL) {#Sec5}
--------------------------------------

Patients completed questionnaires that covered the following characteristics: the European Organization for Research and Treatment of Cancer Quality of Life Questionnaire Core-30 item (EORTC QLQ-C30) and lung cancer module (QLQ-LC13), Hospital Anxiety and Depression Scale (HADS), and Posttraumatic Growth Inventory (PTGI).

The EORTC QLQ-C30 is a 30-item cancer-specific questionnaire for measuring global health and overall QOL scales, five functioning domains (physical, role, cognitive, emotional, and social), three symptom scales (fatigue, pain, and nausea and vomiting), and six single items that assess additional symptoms commonly reported by cancer patients (dyspnea, appetite loss, sleep disturbance, constipation, and diarrhea) along with any perceived financial difficulties \[[@CR18]\]. The QLQ-LC13 incorporates one multi-item scale (dyspnea) and nine single items (pain in the arm/shoulder, chest, and other organs; cough; hemoptysis; dysphagia; peripheral neuropathy; alopecia; mouth sores). In both surveys, high scores represent better functioning and severe symptoms. HADS is a self-reported assessment tool comprised of two domains: the anxiety subscale and the depression subscale \[[@CR27]\]. Each of the two HADS-subscales was measured using seven items rated on a 4-point Likert scale ranging from no feelings of anxiety or depression (0) to severe feelings of anxiety or depression \[[@CR3]\]. Total scores ranged from 0 to 21 for each anxiety and depression subscale.

The PTGI includes 21 items regarding positive changes, with five domains relating to others, personal strength, new possibilities, appreciation of life, and spiritual change. Each question was scored from 0 to 5 using a 6-point Likert scale. A higher score signifies greater posttraumatic positive growth \[[@CR28]\].

Survival data {#Sec6}
-------------

The patients were followed regularly by each hospital registries after the completion of treatment. If the patients died during that follow-up, the family caregivers were asked the date of death. We also gathered mortality data by linkage to the National Statistical Office. We measured survival time from the date of the diagnosis and used mortality data with vital status. The person-years at risk data were accumulated for each patient from the date of the survey to the date of death. During the follow-up of 4509.2 person-years, we identified 96 deaths (11.9 %) among the 809 subjects. In the 809 lung cancer survivors for whom there were available data, the median time from the diagnosis to survey date was 6.0 (±1.24) years and the median survival time was 8.3 (±2.01) years.

Statistical analyses {#Sec7}
--------------------

First, we performed univariate analyses of the aforementioned demographic and clinical characteristics with the mortality of the lung cancer survivors. Variables that were significant in the univariate analyses were included in the adjusted multiple proportional hazard regression analyses to identify independent prognostic indicators of survival, which formed the baseline prognostic model using a backward feature selection method.

Next, we performed analyses to determine whether HRQOL scores (EORTC QLQ, HADS, and PTGI) were significantly associated with survival using Cox proportional hazard models. Due to the high statistical collinearity problem among the HRQOL variables, each factor was first analyzed separately in the Cox proportional hazard model, which incorporated the baseline prognostic model (specifically age, sex, stage, BMI, and PA) to identify independent HRQOL predictors of long-term survival.

To maximize differences in prognostic strength of QOL scores, we dichotomized each variable score and chose a cut-off point. We dichotomized each scale of EORTC QLQ-C30 and EORTC QLQ-LC13 based on the score for the problematic group: ≤33 on a scale of 0--100 for global QOL or functioning scale, and \>66 for symptom scale \[[@CR29]\]. Earlier studies with cancer survivors have shown that the scores for the problematic group were useful in identifying the problems of QOL compared with general population \[[@CR30], [@CR31]\] In addition, we used HADS as the outcome measure, which was dichotomized with the cut-off point of 8 as a borderline case of anxiety or depression \[[@CR32]\]. For PTGI, we dichotomized each variable according to the standardized manual \[[@CR28]\].

Finally, we constructed the final model for long-term survival using demographic and clinical characteristics and QOL scores that were identified as independent prognostic indicators of survival with adjusted multiple proportional hazard regression analyses; then, we traced survival curves of the significant QOL factors using PROC LIFETEST. We calculated adjusted hazard ratios (aHRs) and 95 % confidence intervals (CIs). A p-value of less than 0.05 was considered to indicate statistical significance and used to identify significant factors retaining in the model. The SAS statistical package version 9.3 (SAS Institute Inc., Cary, NC) was used for all analyses.

Results {#Sec8}
=======

Univariate analyses and multiple proportional hazard regression analyses of demographic and clinical characteristics {#Sec9}
--------------------------------------------------------------------------------------------------------------------

Table [1](#Tab1){ref-type="table"} summarizes the baseline demographic and clinical characteristics, as well as crude and adjusted hazard ratios (HRs) for the overall survival from Cox proportional hazards regression models. Table [2](#Tab2){ref-type="table"} summarized multiple proportional hazard regression analyses using a backward feature selection method with variables that were significant in univariate analyses showed that age, sex, stage of cancer, monthly Income, BMI of overweight indicator, and PA had independent prognostic value.Table 1Clinical and Socio-demographic characteristics and mortality of lung cancer survivors (*n* = 809)VariableNo. of deaths/No. of participantsCrude HR95 % CIaHR^a^95 % CIAge (years)\<6533/4261.001.00≥6563/3832.281.493.471.991.303.05SexFemale10/1871.001.00Male86/6222.711.415.222.341.214.53Education≥High school degree20/2051.00\<High school degree76/6041.310.802.15NSMonthly Income(USD)≥3,00013/2201.00\<3,00083/5892.491.394.47NSEmployment statusyes30/3151.00no66/4941.460.952.25NSCurrently marriedyes89/7441.00no7/650.900.421.94NSStagestage 0--I46/5101.001.00stage II--III50/2991.921.292.861.801.202.70Comorbidityno45/3631.00yes51/4430.930.621.39NSBMI at the time of survey (kg/m2)≥2339/4521.001.00\<2356/3551.921.282.891.701.122.57Alcohol NowNO75/6231.00Yes21/1860.920.571.50NSCurrent smoking statusno89/7501.00yes7/590.990.462.14NSMET≥12.543/4431.001.00\<12.553/3631.551.032.311.541.022.31Type of treatmentSurgery54/4851.00Surgery and other^b^42/3181.470.772.81NSYears from survey date to diagnosis date≤3 years37/3431.00\>3 years59/4661.200.791.80NS*Abbreviations*: *HR* hazard ratio, *aHR* adjusted hazard ratio, *BMI* body mass index, *MET* metabolic equivalent task^a^Multiple proportional hazard regression analysis adjusted with age, sex, education, income, employment status, stage, comorbidity, BMI, alcohol drinking, current smoking, MET, treatment type, years from survey date to diagnosis date^b^other was Radiotherapy and ChemotherapyTable 2Univariate analyses and adjusted proportional hazard regression analyses of QOLVariableNo. of deaths/No. of participantsCrude HR95 % CIaHR^a^95 % CIEORTC-QCQ -C30Physical functioning\>33.3387/78311≤33.339/263.711.877.363.441.726.88Role functioning\>33.3389/78211≤33.337/272.511.165.412.140.994.65Emotional functioning\>33.3392/79211≤33.334/172.120.785.772.590.947.14Cognitive functioning\>33.3394/79311≤33.332/161.080.274.370.950.233.90Social functioning\>33.3391/78611≤33.335/231.990.814.881.560.633.88General health status\>33.3389/77011≤33.337/391.620.753.491.350.622.93Fatigue\<66.6683/72011≥66.6613/891.300.722.331.240.692.24Nausea & vomiting\<66.6694/79011≥66.662/190.910.233.730.820.203.33Pain\<66.6687/75211≥66.669/571.410.712.801.280.612.66Dyspnea\<66.6653/59111≥66.6643/2182.331.563.481.961.302.95Insomnia\<66.6679/68911≥66.6617/1201.240.732.091.270.752.16Appetite loss\<66.6676/71711≥66.6620/922.201.353.611.681.002.82Constipation\<66.6687/74611≥66.669/631.240.632.471.130.572.27Diarrhea\<66.6688/77311≥66.668/362.131.034.392.111.014.40Financial difficulties\<66.6677/68611≥66.6619/1231.390.842.301.140.681.89EORTC-QCQ -LC13Dyspnea\<66.6677/73311≥66.6619/762.621.594.332.261.363.76Coughing\<66.6677/72611≥66.6619/832.351.423.881.921.153.20Hemoptysis\<66.6695/80311≥66.661/61.350.199.670.820.115.94Sore mouth\<66.6690/78211≥66.666/262.150.944.911.830.804.19Dysphagia\<66.6690/78311≥66.666/262.180.964.991.620.703.74Peripheral neuropathy\<66.6684/72511≥66.6612/841.280.702.351.290.702.37Alopecia\<66.6689/75611≥66.667/521.170.542.531.260.582.74Pain in chest\<66.6680/72711≥66.6616/821.851.083.161.700.982.95Pain in arm or shoulder\<66.6682/69911≥66.6614/1101.090.621.931.220.692.15Pain in other body parts\<66.6683/72611≥66.6612/821.320.722.431.440.782.65*Abbreviations*: *HR* hazard ratio, *aHR* adjusted hazard ratio, *CI* confidence interval^a^Each of the multiple proportional hazard regression analysis was adjusted for age, sex, stage, BMI at the time of survey, and MET

Univariate analyses and adjusted proportional hazard regression analyses of QOL, PTGI, and HADS {#Sec10}
-----------------------------------------------------------------------------------------------

Table [2](#Tab2){ref-type="table"} summarizes the multiple proportional hazard regression analyses using a backward feature selection method with variables that were significant in the univariate analyses showing that age, sex, stage of cancer, monthly income, BMI of overweight indicator, and PA showed that the scores of physical functioning (aHR 3.44, 95 % CI 1.72--6.88), dyspnea (aHR 1.96, 95 % CI 1.30--2.95), anorexia (aHR 1.68, 95 % CI 1.00--2.82), diarrhea (aHR 2.11, 95 % CI 1.01--4.40), and cough (aHR 1.92, 95 % CI 1.15--3.20) for the problematic group were associated with poor survival. Additionally, Table [3](#Tab3){ref-type="table"} summarizes the crude and adjusted HRs for the association between PTGI and HADS with the risk of overall survival. Survivors with poor personal strength (aHR 2.43, 95 % CI 1.35--4.38), anxiety (aHR 2.55, 95 % CI 1.68--3.87), or depression (aHR 1.73, 95 % CI 1.16--2.60) showed significantly diminished length of survival.Table 3Univariate analyses and adjusted proportional hazard regression analyses of PTGI and HADSVariableNo. of deaths/No. of participantsCrude HR95 % CIaHR^a^95 % CIPTGI Relation to others≥2335/33211\<2361/4771.240.821.881.260.831.92 New possibilities≥1813/17711\<1877/5781.881.043.381.730.943.18 Personal strength≥1514/23711\<1582/5722.561.454.52.431.354.38 Spiritual change≥540/40711\<556/4021.450.972.181.340.892.02 Appreciation of life≥1133/36111\<1163/4481.591.042.421.470.962.25Total≥7123/27911\<7173/5261.751.12.81.671.032.69HADS Anxiety\<859/63411≥836/1702.411.63.652.551.683.87 Depression\<845/49011≥851/3131.831.232.741.731.162.6*Abbreviations*: *HR* hazard ratio, *aHR* adjusted hazard ratio, *CI* confidence interval, *PTGI* posttraumatic growth inventory, *HADS* hospital anxiety and depression scale^a^Multiple proportional hazard regression analysis adjusted with age, sex, education, income, employment status, stage, comorbidity, BMI, alcohol drinking, current smoking, MET, treatment type, years from survey date to diagnosis date

Final multiple proportional hazard regression analyses of QOL adjusted for independent demographic and clinical indicators of survival {#Sec11}
--------------------------------------------------------------------------------------------------------------------------------------

After adjustment for independent demographic and clinical indicators of survival, the final multiple proportional hazard regression analyses of QOL showed that physical functioning (aHR 2.39, 95 % CI 1.13--5.07) and dyspnea (aHR 1.56, 95 % CI 1.01--2.40) from the EORTC QLQ-C30, personal strength (aHR 2.36, 95 % CI 1.31--4.27) from the PTGI, and anxiety (aHR 2.13, 95 % CI 1.38--3.30) from the HADS did not lose their independent prognostic power of survival (Table [4](#Tab4){ref-type="table"} and Fig. [1](#Fig1){ref-type="fig"}). In addition, an overweight BMI \>23 decreased the hazard of mortality in the final model (aHR for a BMI \<23; 1.75, 95 % CI 1.16--2.64; Table [4](#Tab4){ref-type="table"}).Table 4Multiple proportional hazard regression analyses of QOL adjusted for independent demographic and clinical indicators of survivalVariableaHR^a^95 % CIAge (years)\<651≥651.841.192.83SexWomen1Men2.521.294.93Stagestage 0--I1stage II--III1.701.132.56BMI at the time of survey (kg/m^2^)≥231\<231.751.162.64Physical functioning\>33.331≤33.332.391.135.07Dyspnea\<66.661≥66.661.561.012.40PTGI_Personal strength≥151\<152.361.314.27HADS_Anxiety\<81≥82.131.383.30*Abbreviations*: *aHR* adjusted hazard ratio, *CI* confidence interval, *BMI* body mass index, *PTGI* posttraumatic growth inventory, *HADS* hospital anxiety and depression^a^Final model of multiple proportional hazard regression analysis including variables identified as independent predictors that showed statistical significance in each of univariate analyses and adjusted proportional hazard regression analyses including QOLFig. 1Survival graph by among Lung Cancer Patients. Abbreviations: CI, Confidence Interval; Reference was the non-problematic group. **a** The hazard ratio was multivariable-adjusted for age at diagnosis, sex, cancer stage, BMI after surgery, dyspnea, personal strength, and anxiety. The problematic group for physical functioning was defined as one with a health related quality of life (HRQOL) score of 33or less. **b** The hazard ratio was multivariable-adjusted for age at diagnosis, sex, cancer stage, BMI after surgery, physical functioning, personal strength, and anxiety. The problematic group for dyspnea was defined as one with a symptom scale score of 66 or higher. **c** The hazard ratio was multivariable-adjusted for age at diagnosis, sex, cancer stage, BMI after surgery, physical functioning, dyspnea, and anxiety. The problematic group for personal strength was defined as one with a PTGI factor of 15 or less. **d** The hazard ratio was multivariable-adjusted for age at diagnosis, sex, cancer stage, BMI after surgery, physical functioning, dyspnea, and personal strength. The problematic group for Anxiety was defined as one with a HADS of 8 or higher

Discussion {#Sec12}
==========

The data obtained from this study suggest that QOL deficits after completion of lung cancer treatment are significantly associated with the prognosis for overall survival (OS). Because clinicians and patients need more information on the patient's prognosis in terms of the disease-free interval after the completion of cancer treatment when laboratory and imaging techniques cannot provide more prognostic information than the known prognostic factors, a QOL assessment in disease-free lung cancer survivors at the completion of cancer treatment would contribute significantly to predicting patient survival.

After controlling for these covariates, the indication of a clinically-deficient QOL after attaining disease-free status remains clinically meaningful. Therefore, these findings highlight the importance of assessing QOL in survivors after completion of lung cancer treatment.

To the best of our knowledge, this is the first study to report on the prognostic value of QOL scores using a large sample of disease-free survivors with lung cancer after the completion of lung cancer treatment. Our findings are consistent with those of other studies that investigated the importance of pretreatment QOL assessment in patients with non-small cell lung cancer (NSCLC) \[[@CR12], [@CR33], [@CR34]\]. Earlier studies suggested that pretreatment scores for global QOL \[[@CR5], [@CR6]\], anorexia \[[@CR4]\], pain \[[@CR4]--[@CR7]\], and fatigue \[[@CR4]\] are the strongest independent prognostic factors, even after the adjustment for established prognostic variables such as age, sex, and stage.

The prognosis of disease-free survivors with NSCLC is significant for both clinical and basic research \[[@CR20]\]. The identification of prognostic factors can help provide information for cancer survivors, as well as aid physicians in choosing the best methods for surveillance and intervention. In addition, prognostic QOL factors including survivors' overall functioning and well-being can be used as supportive monitoring tools in oncology practice \[[@CR2], [@CR35]\]. However, no previous studies have addressed the prognostic significance of QOL scores for disease-free lung cancer survivors who are regarded to have a relatively good prognosis after the completion of active cancer treatment.

Symptoms such as anorexia, fatigue, cough, dyspnea, and pain were associated with pro-inflammatory cytokines and vascular endothelial growth factor levels that were significantly related to survival \[[@CR4]\]. Although analyses of QOL items adjusted for age, sex, stage, BMI, and PA showed that the scores for the problematic group displaying anorexia, diarrhea, fatigue, cough, and depression were associated with poor survival, they did lose their independent prognostic power of survival in the final multiple proportional hazard regression analyses. Anorexia, diarrhea, and fatigue could be a cause or a consequence of malnutrition, or indicative of subsequent deterioration in the general health status of patients with cancer \[[@CR36]\].

Physical functioning, dyspnea, personal strength, and anxiety did not lose their independent prognostic power of survival in the final multiple proportional hazard regression analyses of QOL with independent demographic and clinical indicators of survival. These results could be due to prognostic factors other than QOL scores, and different cut-offs used to dichotomize each scale. Additionally, it is possible that anorexia, diarrhea, fatigue, cough, and depression are strong prognostic variables for survival in advanced lung cancer during clinical trials or after the treatment \[[@CR24], [@CR33]\]. Physical functioning, dyspnea, personal strength, and anxiety are likely to have a better prognostic value than anorexia, diarrhea, fatigue, cough, and depression in disease-free lung cancer survivors.

These findings may indicate a disease progression or recurrence that physical examination by a clinician, tumor marker evaluation, and imaging studies (such as computed tomography, magnetic resonance imaging, and positron emission tomography) could not detect \[[@CR23]\]. It is also possible that individuals with poor QOL, or those who are not motivated, may be less likely to adhere to their medical treatment plans \[[@CR12]\] and good health behaviors (such as moderate-to-vigorous PA) that are independent predictors of mortality in disease-free lung cancer survivors \[[@CR23], [@CR37], [@CR38]\]. Therefore, this study suggests the possibility of new prognostic value reflecting long-term survival in disease-free survivors with lung cancer after the completion of active treatment \[[@CR23]\]. These findings must be validated prospectively in further studies that should investigate QOL, adherence to cancer treatment, psychoneuroimmunology \[[@CR13]\], circulating tumor cells \[[@CR39]\], and survival in a different cohort of patients with lung cancer \[[@CR36]\].

Additionally, intervention studies will be required to examine the possibility that interventions designed for improving QOL, such as physical functioning, anxiety, and personal strength in patients with lung cancer, may improve survival \[[@CR12], [@CR40]\].

Our findings indicate that assessment of QOL should be incorporated into routine oncology clinical practice \[[@CR21], [@CR24]\]. This may present certain obstacles, such as an increased burden on the patient \[[@CR7]\]. However, if the advantage of such a comprehensive assessment outweighs the disadvantage of its poor applicability in clinical practice \[[@CR5]\], repeated assessment of QOL would have significant importance in medical decisions such as the diagnosis of progression and clinical intervention. Our next objective is to develop and test a predictive model for survival in order to identify patients who are experiencing deficits in QOL. The use of a simple questionnaire in clinical practice may benefit patients and provide specific interventions tailored to improve patient QOL and survival \[[@CR12]\].

This study has limitations in interpretation and generalization. First, it included only disease-free lung cancer patients from selected hospitals who survived at least 1 year after surgery. Thus, it might not represent the general population of lung cancer survivors. Second, we lacked evaluations of QOL changes over time. QOL values are dynamic, and changes might be associated with long-term survival. Third, this study only addressed overall mortality and did not include cancer-specific mortality and non-cancer mortality. Further studies that include cancer-specific mortality and non-cancer mortality would be helpful for interpreting the prognostic value of QOL in lung cancer. Finally, the participants were surveyed at different time intervals from the time of their diagnosis; we have adjusted for this as a co-variable.

Conclusion {#Sec13}
==========

This prospective study of a large cohort of survivors with lung cancer suggests that patient-reported QOL outcomes after the completion of active treatment has independent prognostic value for long-term survival. We propose that the assessment of QOL should be incorporated into routine oncology clinical practice.

Abbreviation {#Sec14}
============

BMI, body mass index; HADS, hospital anxiety and depression scale; HRQOL, health related quality of life; NSCLC, non-small cell lung cancer; OS, overall survival; PA, physical activity; PTGI, posttraumatic growth inventory
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